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Our lives are made up of stories. Stories have a direction patient[12], for the integration of evidence-based medicine
and draw the reader into the mystery of what will happen and patient-centered caE3,14] But even patient-centered
next. Some of our earliest memories are of stories told to uscare is coming to be promoted as a science, and the risk
at the end of the day by parents and loved ones. The practicecontinues of losing the story at the center of the encounter;

of medicine is lived in stories: “l was well until...” “It all the patients’, the providers’, the shared narrative that gives
started when | was doing ..” are common openings of the  context or meaning to the iliness for the patient and to the
medical encounter. work for the providef15].

But stories do more than facilitate conversation. Narrative  Narrative, or the writing and telling of our story, when we
probes the depths of medical experierit¢, and allows look at it closely, has tangible health and behavioral bene-
for greater understanding of our patief2$, our work, and fits. The extensive work of Pennebaker and his colleagues
ourselveg3]. Stories, for the writer, and often for the reader, demonstrates multiple physical and psychological benefits
can be the work of meaning, and even creafib#7]. This among varied populations dealing with significant transi-
allows for great possibilities. “To do its work, writing creates tions or stresg16-20] Writing about prior trauma was
and recreates the past in the present moment. It reaches inteshown to boost immune response to Hepatitis B vaccination
the shadows and pulls what cannot be seen or spoken ontamong a sub-group of New Zealand medical studg2its
the page where it is open to discussion and revisian A recent report demonstrated clinical improvement in lung
As writers write to represent, to understand, to integrate function (increased PEV1) in patients with asthma, and a
experience, they are free to try out alternatives, to see bothreduction in disease activity (measured by disease severity
experience and themselves as they are, as they were, as thegcore) in patients with rheumatoid arthritis who wrote about
might be[8]". In this way, writing and narrative can be seen stressful experiences when compared to matched controls
as an act of being, paying attention and capturing details of who wrote about neutral topi¢g2]. Writing, demonstrates
the present moment. Writing narrative is, simultaneously, an benefits beyond the medical setting. Maximum security
act of observing, of becoming, of predicting, and of making prisoners, crime victims, first time mothers, new college
choices about how one might act differently or re-write the students and engineers who have lost their jobs have all
story, our part or that of others. benefited from writind18-20]

Yet stories have an uncertain place in the world of Narrative fits into a broader framework, specifically as
medicine. There is an increasing push toward evidence-basedne method of reflection. Reflection includes “considera-
thinking. The anecdote is disparaged as “soft” in contrast tion of the larger context, the meaning, and the implications
with “hard” clinical data. But as details of disease are pur- of an experience or actiof23]” and allows the practi-
sued, there are details of a life that may be left behind tioner to integrate and re-work concepts, skills and values
[9]. The language of biomedical disease conflicts with the into their cognitive framework or understanding. Learn-
details of patient illnes§l0,11] More recently there have ing is a cycle of action and reflectiof24]. The ability
been calls for moving beyond “taking” a history from the to reflect has emerged as an important physician charac-

teristic for professional development and for learning in
* Corresponding author. Tek:1 508 856 5972: fax:-1 508 856 8085. th'e clinical ;gttinq25,26]. Rgflgctivg skills are associat'ed
E-mail addresses: hatemd@ummhc.org (D. Hatem), with the ability to develop insight into self and learning
elizabethrider@hms.harvard.edu (E.A. Rider). needs, to direct one’s learning, and ultimately to ensure

0738-3991/$ — see front matter © 2004 Published by Elsevier Ireland Ltd.
doi:10.1016/j.pec.2004.07.009



252 D. Hatem, E.A. Rider / Patient Education and Counseling 54 (2004) 251-253

that the physician can practice well autonomously. Reflec- References

tion allows physicians to become aware of the factors that

influence their reactions to and ability to work with pa- (1] Quill T, Frankel R. Why use stories in teaching? Med Encounter
tients[27]. Without the opportunity to reflect and become 1994;11:8-9.

self-aware, attitudes and feelings may go unrecognized, [2] Charon R. To render the lives of patients. Literature Med 1986;5:58—
and physician—patient communication may be adversely 7+ , _

affected. Unrecognized attitudes and feelings may interfere [3] Anderson C. “Carry me forward. . into the future in your heart”

X ' o o X the place of narrative in health professions education. Med Encounter
with. the physician’s ability to experience and convey em- 1994:11:9-11.
pathy[28]; meaningful discussions with patients about dif-  [4] Suchman AL, Branch WT, Matthew DA. In: Lipkin M, Putnam S,
ficult topics (bad news, dying and others); engagement with Lazare A, editors. The role of the medical interview in the physician’s
certain patient§29]; and the physician’s ability to gather search for meaning. L )
the information necessary to make an accurate diagnosis E'hrady D, Corbie-Smith G, Branch W. "What's important to you?

. . e use of narratives to promote self-reflection and to understand the
and to reach agreement with the patient about a treatment experiences of medical residents. Ann Intern Med 2002;137(3):220—
plan. 3.

All of these concepts—reflection, narrative writing and  [6] Horowitz C, Suchman AL, Branch WT, Frankel RM. What do doctors
collaborative care—are currently written about under the _find meaningful about their work? Ann Int Med 2003;138:772-5.
rubric of narrative medicine. The aim of narrative medicine [ ?rmcdhl\gg(’)g;%hfsnjgn A. Meaningful experiences in medicine. Am
is to develop the skills of fostering empathy, reflection, [8] Anderson C. Writing and healing. Lit Med 2000:19:ix—ixv.
professionalism, and trugB0]. We need to make more [9] Kleinman A. The illness narratives. New York: Basic Books; 1988.
progress toward defining a set of skills associated with nar- [10] Donnelly WJ. The language of medical case histories. Ann Int Med
rative competence. For now, interest in hearing the patient's ~ 1997,127:1045-8.

; ; ; [11] Charon R. To build a case: medical histories as traditions in conflict.
story offers an opportunity to bridge cultures, allay patient Lit Med 1092:11:115-32.

fears and concerns, hear patient explanatory models, Shar%LZ] Haidet P, Paterniti DA. “Building” a history rather than “taking” one:

uncertainty, and aid in adaptation to chronic iling9$. a perspective on information sharing during the medical interview.
These allow for physicians to serve as witness, as healer,  Arch Intern Med 2003;163:1134-40.

or even as co-author of a joint patient—provider encounter [13] Bensing J. Bridging the gap. The separate worlds of evidence-based

[15 31] Patient Education and Counseling seeks to give medicine and patient centered medicine. Patient Educ Couns
T . . . 2000;39:17-25.

voice to Such narratives to help represent_valued_ V|ewp0|nts[14] Sackett DL, Strauss SE, Richardson WS, et al. Evidence-based

from the da”Y_ work of patients anq their prowders. that medicine. How to practice and teach EBM. Edinburgh: Churchill

may only partially be represented in other reports in the Livingstone; 2000.

journal. [15] King N, Stanford AF. Patient stories, doctors stories and true stories:

a cautionary reading. Lit Med 1992;11:185-9.
[16] Pennebaker JW. Telling stories: the health benefits of narrative. Lit
Instructions for authors/call for papers Med 2000;19:3-18.
[17] Pennebaker JW. Opening up: the healing power of expressing emo-
tions. New York: Guilford Press; 1997.
Reflective Practice is a new section that will appear peri- [18] Spera SP, Buhrfeind ED, Pennebaker JW. Expressive writing and
odically in PEC to provide a voice for physicians and other coping with job loss. Acad Manage J 1994;37:722-33.

healthcare providers, patients and their family members, (19 Richards JM, Beal WE, Seagal JD, Pennebaker JW. Effects of dis-
. . . . closure of traumatic events on illness behavior among psychiatric
trainees and medical educators. The title emphasizes the prison inmates. J Abnormal Psychol 2000;109:156—60.
importance of reflection in our learning and how our patient [20] Rime B. Mental rumination, social sharing, and the recovery from
and self-care can be improved through regular practice, emotional exposure. In: Pennebaker JW, editor. Emotion, disclosure,
similar to other health provider skills. We welcome personal iggShea“h- Washington, DC: American Psychological Association;
narratlyes from C“r?ICIanS of _a” types on _thelr per_spectlve [21] Keith J, Petrie KJ. Disclosure of trauma and immune response to hep-
on caring, patients’ perspectives, the patlent—prowder rela- atitis B vaccination program. J Consulting Clin Psychol 1995;63:187—
tionships, humanism in healthcare, professionalism and its g2,
challenges, and collaboration in patient care and counsel-[22] Smyth JM, Stone AA, Hurewitz A, Kaell A. Effects of writing about
ing. Most narratives will describe personal or professional stressful experiences on symptom reduction in patients with asthma

experiences that provide a lesson applicable to caring, _ O rheumatoid arthritis. JAMA 1999;281:1304-9.
humanism. and relationship in health care [23] Branch WT, Paranjape A. Feedback and reflection: teaching methods

. for clinical settings. Acad Med 2002;77:1185-8.
Manuscripts should be 1200 words or less and follow the [24] Kaplan C. Learner centered learning. Med Encounter 1992;8:24.

instructions in thePEC Guide for Authors. We welcome  [25] Boendermaker PM, Conradi MH, Schuling J, Meyboom-de Jong B,
unsolicited manuscripts. No abstract is needed. Submit Zwierstra RP, Metz JC. Core characteristics of the competent general
manuscripts through thieatient Education and Counseling practice trainer, a Delphi study. Adv Health Sci Educ Theory Pract

l lectroni bmissi tem Htp:// | ; 2003;8(2):111-6.
onfing, electronic submission system fatp.//ees.eisevier. [26] Rider EA. Teaching medicine through student self-reflection. Focus:

com/pec In your cover letter, please indicate that your Harvard Medical, Dental, and Public Health Schools; February 20
manuscript is for théReflective Practice section. 2004. p. 7.


http://ees.elsevier.com/pec
http://ees.elsevier.com/pec

D. Hatem, E.A. Rider / Patient Education and Counseling 54 (2004) 251-253 253

[27] Novack DH, Suchman AL, Clark W, Epstein RM, Najberg E, Kaplan [29] Marshall AA, Smith RC. Physicians’ emotional reactions to patients:
K. Calibrating the physician: personal awareness and effective patient recognizing and managing counter transference. Am J Gastroenterol
care. JAMA 1997;278:502-9. 1995;90:4-8.

[28] Suchman AL, Markakis K, Beckman HB, Frankel R. A model [30] Charon R. Narrative medicine. JAMA 2001;286:1897-902.
of empathic communication in the medical interview. JAMA [31] Reis S, Hermoni D, Livingstone P, Borkan J. Case report of paroxys-
1997;277:678-82. mal atrial fibrillation and anticoagulation. BMJ 2002;325:1018-20.

Reprinted from Patient Education and Counseling, Vol. 54, Hatem D and Rider EA:
"Sharing stories: narrative medicine in an evidence-based world" pps. 251-253
© 2004 with permission from Elsevier.



